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Dear Hospital CEO:

Last month, we wrote to you about our concerns and plans to address the serious issue of emergency
department diversion of ambulances. At that time, we provided you with a short checklist of some
recommended activities that hospitals could undertake to address the problem. We also informed you of
our plans to develop Best Practices Guidelines for hospitals to use to prevent and to manage ambulance
diversions.

We are pleased to be able to present you with an initial set of Best Practice Guidelines for your
consideration and would like to thank the members of the Ambulance Diversion Task Force in assisting
usin their development (see attached list of members). We hope that they prove helpful to hospitalsin
developing individual policies and procedures as well asin promoting system coordination between
hospitals and with pre-hospital providers. Additional work will be taking place over the coming year to
give further detail to the components of the Best Practice Guideline document.

We sought to present the Guidelines in a concise and logical way. Within broad activity categories are
presented individual best practice principles. Should you or your staff have questions or require
clarification about specific elements of the Guidelines, please do not hesitate to contact Brad Prenney at
the Department of Public Health (617) 753-8400 or Leslie Kirle a the Massachusetts Hospital
Association (781) 272-8000. The Association will also be sending out an advisory to hospital public
relations contacts informing them of the release of the Guidelines and recommended steps to promote
media awareness and coverage of the ambulance diversion issue.

In last month’s correspondence to you, we also acknowledged the need to seek broad, long-term
solutions that address the fundamental and structural challenges faced by hospitals, including financing,
staff shortages and legidation and the task force is committed to looking at these issues.

In another devel opment, the Massachusetts House of Representatives passed the EM'S 2000 legidlation,
which should improve communication and coordination of emergency transport services. We will keep
you informed as to the progress of this legisation over the next few months.


http://www.state.ma.us/dph/

In another development, the Massachusetts House of Representatives passed the EM§ 2000 lcgi_s.lation, _
which should improve communication and coordination of emergency transport services. We will keep
you informed as to the progress of this legislation over the next few months.

We look forward to continued collaboration with you and the Ambulance I_)iversion Task Force on this
important issue and welcome any comments on these Best Practice Guidelines or other steps that can be
taken to ensure that our citizens have access to the best and most timely emergency care.

Sincerely,
FW %{}\ D pH m MA_‘
Howard K. Koh, MD, MPH Ronald Hollander
Comurnissioner President

Massachusetts Department of Public Health Massachusetts Hospital Association



BEST PRACTICE GUIDELINESFOR HOSPITALSREGARDING
AMBULANCE DIVERSIONS

BACKGROUND AND STATEMENT OF PURPOSE

In 1988, the Massachusetts Hospital Association (MHA) published a report and
recommendations of atask force convened in response to a dramatic increase in the
frequency with which hospitals diverted incoming ambulance traffic from their
emergency departments. The report, “Patient Overload and Ambulance Diversion,”
focused on three key areas: (1) internal hospital operating procedures and policies; (2)
inter-hospital communications and (3) communications between hospitals, pre-hospital
providers and the public.

The guidance provided in the 1988 report produced a number of improvements; most
hospitals now have diversion policies in place, including policies to triage and to manage
bed capacity; and communications between hospitals and pre-hospital providers have
improved largely through the coordinated efforts between hospitals and Regional EMS
Councils.

Degspite the efforts expended over this past decade, many of the factors that contributed to
the problem a decade ago continue to affect hospitals and pre-hospital providers today. In
addition, many hospitals have closed and others have reduced staffing and beds, further
reducing capacity within the system. The seasonal spike in utilization typically
experienced by hospitals in winter months was more extreme the last two years, resulting
in ambulance diversions increasing significantly in both frequency and duration.
Variation in patterns of seasona use also have become more volatile. While the
utilization pattern was similar statewide not all hospitals shared the same experience.
Occupancy rates were also higher during the winter of 1998 and 1999; averaging 75
percent of staffed beds and 79 percent of staffed beds when observation is included.
Nearly all the increase was attributable to respiratory illnesses, including the flu, among
the very old and very young.

Well over half of our hospitals, statewide, have had to go on diversion at one time or
another thisyear. In one region of the state, virtually every hospital has been on
diversion in 1999. That region has experienced a 46% increase in the frequency of
diversions so far this year as compared to last year and has seen the total time the
region’s hospitals are on divert increase 63 percent.

Early in 1999, Howard K. Koh, MD, MPH, Commissioner of the Massachusetts
Department of Public Health, in conjunction with the Massachusetts Hospital
Association, convened atask force to study the current causes of ambulance diversions
and to investigate immediate and long-term solutions to the problem. The task force
included representation from the Massachusetts Medical Society, the Massachusetts
College of Emergency Physicians, the Massachusetts Organization of Nurse Executives
and the Regional EM'S Councils among others.



The Commissioner’s charge to the task force was to develop best practice guidelines for
hospitals to use both to minimize the need to go on diversion and to ensure that the
system responded in a coordinated and efficient manner when diversion became
necessary. Like its predecessor a decade ago, the current ambulance diversion task force
recognizes that ambulance diversions are less often a result of a sudden increase in ED
census than a response to too few staffed beds el sawhere in the hospital, most commonly
in critical care and/or intensive care units.

The accompanying document offers a comprehensive range of best practice principles
that hospitals can consider adopting internally and which are meant to promote greater
coordination among hospital and pre-hospital providers. These Best Practice Guidelines
have drawn heavily from the experience and wisdom of the 1988 MHA Report and the
recommendations of the previous Task Force.



BEST PRACTICE GUIDELINESFOR HOSPITALSREGARDING
AMBULANCE DIVERSIONS

(A) Intra-Institutional Best Practices: What a hospital needsto do internally
(prevention and planning activities)

Develop policies that address the causes for diversion and implement practices that
minimize the need for diversion. These policies might include such elements as
maximizing bed capacity and other steps internal to each hospital to maximize internal
communication. Effective diversion policies may include consideration of triage or
rescheduling of elective admissions and/or treat and transfer protocols.

Maintain a daily bed management and tracking system to facilitate the flow of
patients admitted and discharged. This system should allow the identification of the
following:

- Projected discharges

- Scheduled admissions

- Transfers out of ICUs to routine beds

- Projected emergency admissions

- Available beds by service, including critical care

Develop diversion criteria and any relevant exceptions within the institution based on
ingtitution-specific needs and an analysis of the availability of external resources
(e.g., other hospital emergency departments and in-patient services within the service
area of the hospital).

Determine who specifically makes the decisions to initiate a full or partial diversion
and the process used for making the decision to divert, including internal and external
communication channels. In developing communication channels consider:

- Other hospitals in service area

- Regiona EMS/Pre-hospital providers

- Municipal agencies (fire, police, health)
-  PressMedia

In order to maximize bed utilization, notify the appropriate hospital staff as soon as it
has been determined that a potential overload of patients might occur. In addition to
notifying key personnel, it is essential to alert physicians of the high census and
potential shortage of beds.



(B) Inter-Institutional/Service Best Practices: Meet and communicate with other
hospitals and pre-hospital transport services BEFORE thereisaneed for
diversion

Once the plan has been developed internally, meet with other service area
providers and pre-hospital transport services to discuss and refine your own
plan, and come to a common understanding of what will happen in the event
of adiversion

Develop coordinated policies (agreements) with other hospitals in the same
service area to include:

- Communications
- How to manage emergency transports when all are on diversion

Develop coordinated policies (agreements) with Regional EMS and EMS

providers

- Defining by agreement how EMS providers shall proceed when thereis a
diversion

- Defining by agreement exceptions to diversion

- Defining by agreement who makes the decision to override the diversion
decision

- Defining by agreement the coordination of inter-facility transfers, in-
patient bed capability with surrounding and network affiliated hospitals

(C)  Communication and Coordination Best Practices. What actually happens
once a diversion decision has been made

Communicate diversion decision to other stakeholders

- Notification of EMS system
- Notification of other hospitals

Manage diversion while diversion status is on-going
Maintain ongoing communication with C-MED system

Continue to monitor bed and ED capacity and notify C-MED system of any
changesin diversion status

Maintain and monitor data on frequency, duration, and reasons for diversion

Coordinate media interactions with MHA and DPH
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Howard K. Koh, MD, MPH Chairperson
Commissioner

Massachusetts Department of Public Health

250 Washington Street
Boston, MA 02108
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Senior Director, Clinical Policy &
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Massachusetts Hospital Association

5 New England Executive Park

Burlington, MA 01803
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Medical Director, Medicare Program
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75 Sgt. William Terry Drive

Hingham, MA 02043

Bruce S. Auerbach, M.D.

VP& Chief Amb. & Emerg. Services
Sturdy Memorial Hospital

211 Park Street, P.O. Box 2963
Attleboro, MA 02703-0963

Alan Woodward, M.D.

Chief of Emergency Services
Emerson Hospital
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Concord, MA 01742-9120

Mark Pearlmutter, M.D.

Chief of Emergency Medicine
St. Elizabeth’s Medical Center
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Boston, MA 02135-2997

Stephen Epstein, M.D.

Emerg. Dept. Attending Physician
Beth Israel Deaconess Medical Center
1 Deaconess Road

Boston, MA 02215-5321

Kenneth E. Leary

Director, Ambulatory & Emerg. Services
Cape Cod Hospital

P.O. Box 640

Hyannis, MA 02601-5203

Telephone (617) 624-5200

Telephone (781) 272-8000(ext. 124)
FAX: (781) 272-0048

Telephone (781) 741-3122
FAX: (781) 741-3211
E-MAIL: charlotte.yeh@eds.com

Telephone (508) 236-7045
FAX: (508) 236-7043
E-MAIL: bruceemmd@aol.com

Telephone (978) 287-3694
FAX: (978) 287-3674

E-MAIL: woodward@massmed.org

Telephone (617) 789-2639
FAX: (617) 789-2639
E-MAIL; docpearl @semc.org

Telephone (617) 667-5398
FAX: (617) 667-8726
E-MAIL: epstein@caregroup.harvard.edu

Telephone (508) 862-5241
FAX: (508) 862-7320
E-MAIL: kleary @capecodhelth.org



AMBULANCE DIVERSON TASK FORCE MEMBERS
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Director, Emergency Services
Lawrence General Hospital
One General Street

Lawrence, MA 01842-0389

Robert A. Donovan, CHE
President & CEO

Lowell General Hospital
295 Varnum Avenue
Lowel, MA 01854-2134

Deia O’ Connor, CHE
President

Caritas Norwood Hospital
800 Washington Street
Norwood, MA 02062-3487

Scott Kasper

Executive Director

Metropolitan Boston Emergency Medical Services Council
200 Wheeler Road, Suite 600

Burlington, MA 01803

Edward McNamara
Director

Central Mass. EM S Corp.
361 Holden Street
Holden, MA 01520

Kenneth Erickson

Chief

Walpole Fire Department
23 Jasons Path

South Walpole, MA 02071

Bill Mergandahl

Professional Ambulance Service
P.O. Box 410326

320 Rindge Avenue

Cambridge, MA 02141

Mary Jo Keefe, RN

Director of Nursing

Tobey Hospital

(Massachusetts Organization of Nurse Executives) (MONE)
200 Wheeler Road, Suite 600

Burlington, MA 01803

Telephone (978) 683-4000,ext. 2513
FAX: (978) 689-7364
E-MAIL: richardma @aol.com

Telephone (978) 937-6200
FAX: (978) 453-1831
E-MAIL: bdowling@lowellgeneral.org

Telephone (781) 278-6001
FAX: (781) 278-6810
E-MAIL: doconnor@cchcs.org

Telephone (781) 505-4374
FAX: (781) 272-6967
E-MAIL:

Telephone (508) 854-0111
FAX: (508) 853-3672
E-MAIL:

Telephone (508) 668-0260

Telephone (617) 492-2700
FAX: (617) 492-0806

Telephone (508) 273-4297
FAX: (508) 295-0910
E-MAIL:



AMBULANCE DIVERSON TASK FORCE MEMBERS

Vali Stevens

Manager of Emergency Department

Hale Hospital

(Massachusetts Organization of Nurse Executives) (MONE)
140 Lincoln Avenue

Haverhill, MA 01984

Dianne Danis

Trauma Nurse Coordinator

Beth Israel Deaconess Medical Center
(Emergency Nurses Association) (ENA)
330 Brookline Avenue

Boston, MA 02215

Robert Fitzgerald, M.D.

Chief of Emergency Medicine
South Shore Hospital

55 Fogg Road

South Weymouth, MA 02190-2455

Telephone (978) 521-8616
FAX: (978) 521-8605
E-MAIL:

Telephone (617) 667-5014
Fax: (617) 667-2978
E-MAIL: Ddanis@Caregroup.Harvard.edu

Telephone (781) 340-8000



